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POUCY REVIEW 

An Ounce of Prevention Is a Ton of 
Work: Mass Antibiotic Prophylaxis 
for Anthrax, New York City, 2001 

Suean BIank,*t Linda C. Moslcin.t and Jane R. Zucker*t^ 



Protocols for m^s antibiotic prophylaxis against 
anthrax were under d^evelopment In New Yor^^ City begin- 
ning in earty 1999. This gnoundwork allowed the cit/s 
Department of Health to rapidly respond in 2001 to six sit- 
uations in whtch cases were identified or anthrax spone^ 
were found. The key aspects of planning and lessons 
learned from each of these mass prophylaxis operations 
are reviewed. Antibiotic distribution was facilitated by limit- 
ing medical histories to i$$ues relevant to prescribing pro- 
phylactic antibiotic ther^y, formatting medicdl records to 
fiacllltate rapid decision maWng, and separating each com- 
ponent activity into dlacrsta work stations. Successful 
implementation of mass prophytexis operations was char- 
acterized by clarity of mission and eligibility criteria, well- 
defined lines of authority and responsibilities, effective 
communication, collaboration among crty agencies (includ- 
ing law enfbrcement)^ and ooordin$itlon of staffing and sup- 
plies. This model can be adapted for future planning needs 
including possible attacKa with other bioterrorism agents, 
such as smallpox. 

As part of national blotemwism preparedness efforts, 
New York City began actively developing protocols 
for the distribudon of mass ajitibiotlc prophylaxis against 
antbiax in early 1999. These efforts were led by the 
Mayor's Office of Emeaqgancy Management, in close col- 
laboration with iht New York City Department of Health 
(DOH). The goal of the plan was to have the ability to pro- 
vide mass antibiotic prof>hyla;xis to 8 million New Yorkers 
over a 48-houT period — in Ac worst-case scenario of a 
laiTge-scaie hioterrori^ni attack — ^without impingiDg upon 
the capacity of local medical fecflities to respond to the 
needs of persons affected by the biological agent Here, we 
highlight aspects of New York City's emergency planning, 
the circumstances of the six achial implementations in the 
city in 2001, and the lessons we learned. 

Planning 

New York City's government agencies, including DOH, 
aie part of an incident conmiaiid structure that reports to 

•Centers for Disease Control and Prevention, Atlanta. Georgia, 
USA; and tNew Yortc City Department Of Health and Mantel 
Hygiene. New Yorfc, NewYoriC. USA 



the MaycJT's Office of Emergency Managcmeiit during 
public emergencies (I)- In 1999, this department estab- 
lished an iiitemal incident conmiajid structure, composed 
of the following: clinical response, sheltering^ surveil- 
lance, enviitsiunental health, laboratory; coxmnumcations, 
management nifoimation systems, and physical plant oper- 
ations components, **Round-the-olock'* coverage was 
adopted at all agency levels. These teams are operated by 
persons ftom a variety of ttie city's DOH programs^ 

Chronology of Events 

On October 9» 2001, New York City's DOH was noti- 
fied of a possible case of cutaneous anthrax in a female 
staff member of a nightly news team at abrge media com- 
pany (TiiWe 1). On October 10, the depaitment's incident 
command system "was put into effect, and l^am leaders 
were informed of the situation. From iJien imtQ October 
12, 2001, when &e diagnosis was confirmed, DOH final- 
ized an antibiotic distribution plan, including development 
of a medical charting system, standing orders for dispens- 
ing antibiotics, Qraining currictila for Staff, and repfoduc- 
tion of antibiotic fact sheets (in English and Spanish). 
Qinical materials were reviewed by the department's gen- 
eral counsel, and scripts were developed for information 
hotlines. DOH staff were identified and reassigned to this 
effort. 

On October 12, 2001, the departineni began collecting 
nasal swabs and distributing prophylactic antibiotics to 
persons working at the media conipany who might have 
been escposed to a letter implicated in the index case. 
Included in this effort were those working on the same 
floor as the index patiem. Initially, tibc exposure source 
was believed to be a letter postmarked S^temter 25, 
2001, potentially exposing an estimated 200 persons. This 
letter was tested for Bacillus aiuhrads multiple times, 
however, and all tests were negative (2). 

Within hours of the Mayor's public annonncement of 
this case, DOH and the Office of Emergency Management 
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TabJe 1, ChiWlQlogical summary of sbc anthrax events requiring POPS 

' No. of eligible Ttiftal IkOUts of 

Event LDcation persons i^gisccred . operatioD 



Briefing SatmaX for difiible 
peisoDS ora^/writPS^i 



Antlbioto Nnsial swabs taken 



Medial 
Medial 
Media. 3 
Media 4 
USPS 
Hospital^ 



1322 
763 
175 
354 
7.081 
1,923 



42 
36 
25 
14 
61 
2& 



No/yes 
Ko/ycs 
Yes/yes 
No/yc5 

Na/yss 



Yes 

Ho 
No 
No 
Yes 
Yes 



Yes 
Yes 
Yes 
Yes 
No 
No 



TOD, poigt of distribution (for aotibiotics); USPS, U. $. PognJ Service. 



establishjsd an antibiotic distribution site (referred to as a 
point of distribution [PODJ), at the main building that 
housed the media company. The space provided for pro- 
phylaxis in the same building coitqjlex that housed the 
letter but did not share the ventilation systems that served 
the areas in the letter's path. The layout of liie space pro- 
vided for the POD and its operations could not aecommo- 
date laige groups of people seeking antibiotics. Moreover, 
the letter was d matter of a criminal and epidemiologic 
investigation, $0 law enforcement agencies needed to con- 
duct their own interviews on site. Thus we coordinated 
with law enforcement personnel to m in i mi ze disnqjtion of 
client flow and ensure that client medical confidentiality 
would not be eoniproinised. The epidemiologic aspect* of 
the investigation were initially incorporated into llifi med- 
ical record used. 

Soon after distribution of antibiotics was begun, the 
source of anthrax was confirmed to be a letter po$tmarkcd 
September 18, 200L Consequently, the time interval dur- 
ing which escposure xnay have occurred was reevaluated 
and the nutnber of people possibly exposed subsCantiaJIy 
expanded. 

Between Friday, October 12, and Tuesday^ October 16, 
after appioximately 42 hours of operation and an average 
of 55 staff persons per shift, 1,322 persons weife briefed, 
completed epidemiologic aad law enforcement mter- 
views, underwent medical assessments, had nasal swabs 
taken to better define exposures, and were given a 14-dfly 
supply of antibiotics within the POD space. The average 
throxigbput time (the time from a client's entry into the 
POD space to exit) was 50 minutes per client Initially, the 
briefing of staff consisted of providing written materials. 
This system was augmented by a combination of infbnna- 
tion distributed over closed-circuit television tSiroughQUt 
the still-operating company and by direct electronic com- 
munication from the company's senior management 
Within the first day of operations, it became apparent that 
both potentially exposed and unexposed persons needed 
emotional support and further information about flie 
event, the risk for airfirax exposure, and the dangers of 
antibiotic misuse. Counselors (medical and mental health) 
were made available immediately outside the POD, and 
hotline staff were given scripts to assist them in answer- 



ing concerned callers. The city's BOH supplied each 
potentially exposed person with an initial 2-wcek course 
of antibiotics to provide time for public healtii officials to 
complete the investigation and develop specific criteria for 
pfttsons needing to con^lete tiie balaoce of the 60-day pro- 
phylactic regimen. 

Once the investigation was complete (October 20, 
2001), DOH narrowed the criteria for autibiotic prophylax- 
is to those mer by the 12 persons who directly bandied the 
contaminated letter and recommended that all others dis- 
continue antibiotics. This general information was com- 
municated by the employers to all antibiotic recipients and 
by letters mailed from DOH to affected persons. We also 
directly contacted all 12 persons who needed to continue 
prophylaxis. Ultimately, 60-dsy inhalational anthrax pro- 
phylactic regimens were provided to 11 persons (6 work- 
ing in the building and 5 involved in the recovery of the 
tainted letter) largely by means of the on-site employee 
health unit One person refused prophylaxis. We later 
assisted the Centers for Disease Control and Prevention in 
evaluating adherence and adverse drug effects among 
those receiving 60-day regimens- 

Four cutaneous anthrax cases were subsequently identi- 
fied in New York City; these cases occurred at three other 
media outlets (one case each at two locations and two 
cases at the third) (3). All of these cases were beheved to 
be associated with contaminated mail. No inhalational 
anthrax cases were associated with the media outlets. 
These three PODs served persons potentially in direct con- 
tact with the suspect letters. POD activities, however, were 
restricted to registration, provision of prhated infonnation, 
epidemiologic interviews, and obtaining of a very limited 
number of nasal swabs within the POD space. 
Subsequently, the decision to provide antibiotics was 
based on confirmed exposure, ds determined by the epi- 
demiologic investigation. Antibiotics were dispensed on an 
individual basis, as was monitoring for adherence and 
adverse events. Epidemiologic wad law ejiforcement inter- 
views and large mfoimational sessions for all staff were 
held separately, in separate locations, and at different times 
from those for the POD. Counseling was available imme- 
diately after the information sessions or thereafter through 
the DOH anthrax hotline. 
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The fifth ]POD was conducted in New York City by the 
U,S. Public Health Service (USPHS), This site's purpose 
was to provide aa initial 10-day course of antibiotics to 
prevent inhalational anthrax in -T^OOO postal employees 
who worked at facilities that processed the amOuax-con- 
taining letters sent to the above referenced media outlets 
{events 1-4). Although no anthrax cases had been reported 
among the cityls postal work^, inhajlational anthrax cases 
had occuTred in postal workers in New Jersey and in the 
Washington, D.C., area (4). Anthrax spores were subse- 
quently found in one of New York City's postal fecilitieES. 
Both labor and management at affected facilities requested 
prophylaxis for inhalational anthrax. As these were federal 
focilities and federal employees, prophylaxis eftorts 
remained in the jurisdiction of the federal goveantmcnt. The 
POD was conducted by USPHS in the basement of a New 
York City mail-processing center (5). U.S. Postal Service 
management was instrumental in securing space and idm- 
tifying and scheduling staff. USPHS deteiminBd the initial 
operational layout, medical charting, and siaff needed for 
this efifoit on the basis of its prior experiences m Itc 
Washington, D.C., area postal facilities. Additionally, writ- 
ten infonnation was deemed insufficient for this setting. 
The increased throughput time reflects the inclusion of 
extensive live bnefings accommodated within this POD 
space. 

Liaisons fi:om DOH's cbnical response team were 
assigned to this effort as consultants. DOH's role w^ Ihnii- 
ited to increasing the efficiency of POD operations. We 
assisted USPHS effort by providing detailed clinician 
training materials, medication fact sheets, and on-site flow 
analyses with recommendations to improve client tibrou^- 
put on the basis of local POD experiences. CoUabotative 
efforts also included the timely sharing of information with 
DOH for response to pubKc inquiry, DOH assistance in 
establishing local medical and mental health referral pat- 
texns, and foUow-np of these referrals. USPHS^ in torti, 
accotmnodated visits to the operation by members of the 
New York City Office of Emergency Management and 
DOH staff for educational purposes. 

Between Wednesday, October 24, and Saturday, 
October 27» in approximately 67 hours of operations with 
65-70 staff persons per shift, this fifth POD provided 
7,081 persons with a 1 0-day supply of antibiotics. The 
POD provided registration; completion of a medicd 
screening Ibnn; detailed live briefings On risk for expo- 
sure, signs and symptoms of anthrax, and side effects of 
the recommended antibiotics; medical screenings; and 
antibiotic distribution. The average throughput time for 
these activities was 33 minutes per client In addition to the 
medical personnel who were on site to evaluate symptoms 
and adjust antibiotic regimens, staff were available for 
mental health and other counseling issues. Epidemiologic 
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and law i^orcement interviews Were Conducted separate^ 
ly; no nasal swabs were collected because >30 days had 
elapsed suice the suspect letters were processed. The fed- 
eral agencies directly managing prophylactic efforts subse- 
quently offered additional prophylactic antibiotics with or 
without the anthrax vaccine to those persons thought to 
have been most highly exposed to aerosolized B, 
anthracis. 

On October 28, 2001, DOH was notified of a case of 
inhalational anthr»c in a 64-year-old woman woriking in a 
hospital stockroom. The patient had no discemable associ- 
atioTn with the media companies or the postal service, 
although a section of the stockrxxwn where she worked was 
adjacent to the hospital mailroom (6,7). While environ- 
mental samples were being collected^ DOH immediately 
set up a POD (event 6) for hospital staff, patients, and vis- 
itors who had spent >1 hour in die hospital sitice October 
1 1 and thus might have a risk for exposure to aerosolized 
B. antkracis. During the environmerafal investigadon, the 
hospital was closed. 

Between Monday, October 29^ and Friday, November 
2, over the course of 28 hours and with a staff of 53 per- 
sons per shift, 1,923 persons received prophylactic antibi- 
otics. Epidemiologic and law enforcement interviews were 
targeted to include only hospital StdfF. Nasal Swab speci- 
mens were collected fitwn 2S persons who worked in and 
around the mailroom. The averse POD througliput time 
was 6!4 minutes per person. POP activities involved regis- 
iration, triage, medical evaluation, dispensing antibiotics, 
counseling, and overall manaBement No infonnationai 
sessions were conducted; however, written infomiatioa 
(including DOH hotline telephone numbers) was distrib- 
uted, and counseling staff were available. Nasal swabs 
were not routinely collected. This POD, which was situat- 
ed in a hospital and focused on hospital personnel, was 
facilitated by close collaboration with the hospital admin- 
istration, which helped coordirtate prophylaxis efforts and 
mobilize hospital staff to assist in POD operations. 

Antibiotic distribution was discontinued on November 
2, when all environmental samples fiom the hospital test- 
ed negative for B. cmihracis. By mail, DOH informed all 
persons provided with antibiotic prophylaxis to discontin- 
ue their regimens. 

Discussion 

Planning versus Reality 

Prior emergency plamiing addressed large-scale events 
affecting 8 million New York City inhabitants; under those 
circumstances, ordinary medicolegal considerations would 
not apply (e.g,, no provider-patient relationship invoked; 
no need for medical charting, nonprofessionals used for 
staffing). Our PODs were initiated before the extent of 
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exposure was known and were later limited to those per- 
sons most likely to have been exposed. Clearly, the inten- 
tional release of anthrax afteoted fer fewer than the pro- 
jected worst-ca$e scenaiio. 

Consequentlyj, our PODs were more "classically" mod- 
eled, i.e., they included a large staff of licensed medical 
professionals wTio obtained consents, took medical histo- 
ries, collected specimens, and dispensed antibiotics. A full 
medical chardng system was available, a$ were mental 
health and medical counseling services, at each site. Th^e 
services were augmented by toll-free hotlines. 

CJieiitScreening> Fuoctional Units, and Flow Patterns 

Clients were persons meeting eligibility criteria for 
receiving antibiotics and thus granted access to die POD. 
Ineligibles, or Ae "Svoiried well/' were persons Who did 
not meet the eligibility criteria to enter the POD or receive 
antibiotics within the POD; they were offered information- 
al materifllB, the opportunity to speak with counselors, and 
access to the DOH pciiblic hotline. 

The POD proper is defined as the space whfcirc patients 
are registered, tiiagcd, have swab samples taken (as neces- 
sary), evaluated medically (as necessary), and provided 
with antibiotics. Other POD-related activities (\^ich may 
or may not be part of the layout of tlie actual POD space) 
include assessing the eligibility of persons who present 
themselves, reassuring the worried well, briefing clients 
about anthrax and POD operations, collecting infoimaEdoto 
for investigative purposes, cransfeTring persons lo a med- 
ical facility (yvhcn needed), coim&eling, managing client 
flow, and maintaining security. 

Immediately outside the entrance to the POD» we 
placed a screening station, where POD staff verified eligi- 
bility and gave eligible persons writing tools, am informa- 
tion sheet, the epidemiologic interview form, the law 
enforcemm interview form, and a medical record form to 
complete. Articulating clear eligibility criteria and obtain- 
fflg vwifiable lists of names of persons expected at the 
POD (including relevant contractors such as housekeeping 
and house gecurtty) helped maintain order at the :&ont door. 
As these events occurred in occupational settings, manage- 
ment was critical in commvraicatjug public health mes- 
sages to staff, identifying and schedulhig staff access, and 
setting clinic hours to maximize the flow of the prophylac- 
tic effort; strong management resulted in organized PODs 
and responses. 

Because bioterrorism is a criminal act, law enforcement 
agencies had a separate and independent purview for 
investigation. Performing investigative interviews first and 
separately fix)m the POD proper alleviated concerns ^bout 
maintainmg client medical confrdentiality and fecUxtated 
client flow, although this was dictated largely by the layout 
and physical capacity of the space allotted. Furthermore, 
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investigative interviews involved more well-defined and 
smaller subsets of persons with each subsequent POD. 

The client registration process also evolved with each 
POD. Initially, identifying data were handwritten in a log- 
book. This system was supplanted by the use of a single 
spreadsheet on a Is^top, and finally, by the second day of 
the first POD, by several laptops with data-entiy screens 
and wireless connections to an on-site server. These adap- 
tations permitted rapid tt4<5kiflg of clients served and fecil- 
iteted subsequent correspondence through the production 
of mailing labels- This system was upgraded and used at 
subsequent DOH PODs, As we quickly jrfopted a comput- 
erized registration process, management information sys- 
tem staff provided on-site technical support. 

After registration, clients moved into the triage area, 
where an assessment was made about whether they could 
proceed directly to the dispensing station or needed to be 
medically evaluated before a final determination on pro- 
phylactic antibiotics could be made. All clients not eligible 
for immediate rBceipt of prophylactic antibiotics were 
triaged to the medical evaluation area. There, staff (physi- 
cians» nurses, and physician assistants) determined the 
appropriate prophylactic medication choice or need for 
further evaluation and transfer to a healthcare facility. 
Because a limited number of circumstances require alter- 
ation of the prophylactic regimen or of a cheat's original 
medication regimen (^10% of all cheats), we created a 
clinical algorithm and preprinted tnstniction sheets for 
those situations. 

Antibiotics were distributed at the dispensing station, as 
were faci sheets explaining antibiotic use. This station was 
staffed by nuises, physicians, or pharmacists, as resources 
peimitted. Havii^ at least one phaicmacist present proved 
useful. 

Because some clients were overwhelmed by the situa- 
tion and had residxial questions, mental healthy medical 
advisors, and public health educators were available at the 
POD entrance and near the POD exit for consultation. 
Also, by referring persons to the hotline and website, we 
hmited the need for on-site counselors. 

Security is an essential feature of POD operations. The 
New York City Police Department provided this service. 
Officers maintamed order at the entrance and exit» so that 
the POD was not overwhehned with anxious and angry 
persons (either those at risk or the worried well), and 
guarded pbaimaceutical supplies. 

Persons devoted solely to ensuring the smooth flow of 
clients into tihc POD, from one area (or station) to the next, 
aud out of the POD also were essential. These flow man- 
agers, or ^traffic" personnel helped minimize clicn^wait- 
ing times and staff idle tbone and improved throughput 
times. An area for clerical staff to manage medical chan- 
ing within the POD also was necessary. 
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Tailored POD Elements 

Each POD was conducted differently^ combining a 
stand^ized response for aathra prophylaxis v\diJi the 
aniqne needs of each setting. Services provided within the 
POD space varied The space allotted, the POD staifing 
available, preexisting circumstances (e.g., organizational 
structures, historic relations between labor and manage- 
ment, client characteristics)^ and ongoing field assess- 
ments determined the array of serrices offered. Sunilarly, 
POD work-shifts were defined on the basis of need, 
resources, and input from represwilatives of those affected 



otics to 500 to 10,000 clients over a 72-hour period, a 
space of at least 2,500 square feet for the POD proper was 
necessary. To minimize the impact of unanticipated space 
issues, we subsequently developed several possible floor 
plans, so that a quick assessment of layout could be made 
during subsequent site selection (Figure 2, A and B) and a 
predesigned floor plan coxdd be adapted to a particular sit- 
u^ttion. Despite the xirgency of the situation, allocating ade- 
quate time befoi^ opesiSng a POD is critical to ensure that 
supplies have arrived and trained staff are ready to begin 
operations. 



Staff and Space Needs 

The most important element for an efficient POD 
process is adequate staffing to operationalize antibiotic 
distribution and to ensure that anticipated language needs 
of the cHents are met- Ideally, an organizational diagram 
should be in place, along with a teief description of the 
role of each staff member and any training documents nec- 
essary. The organizational chart we found most useful is 
shown in Figure 1 . Four critical positions are the executive 
liaison, physician-iu-charge^ supplies coordinator, and 
clinic manager; their primary responsibilities are outlined 
in Table 2. We learned that the physician-in-chaige should 
be dedicated solely to running the POD. A second public 
health officer should be on-hand to convene regularly with 
key representatives of potentially exposed populations- 

The POD site should be conveniently located for those 
affected but should not be located in a place that might be 
contaminated witibi B. anthmcis. Ideally, site options 
should be considered weill before the need for such a she 
arises- Selecting a space and arranging stations to promote 
continuous flow of clients (including the disabled and chil- 
dren in strollers) proved important. To distribute anribi- 



Client Flow through the POD 

Our PODs operated most efficiendy when activities 
were handled at discrete workstations. As we progressed 
though the six events, we also realized the utility of phys- 
ically separating activities for which clients may need to sit 
fixMn those that did not require sitting. It was most time- 
ej05cient if cli^ts did not sit to receive clinical services, 
and most space-cfScient if no chairs were jfvaiteble for 
clients. Papeiwodc and interviews were best suited to 
occur outside the POD proper, since clients found it casiw 
to fill out forms and participate in interviews while sitting. 
Thus space allocation should also include a space, prefer- 
ably outside the POD proper, for these ''seated** chent 
activities O^e., filling out forms and conducting intcrwiews) 
to ease the difficuhiea of moving people through the POD, 
Persons able to perform briefings and ttansiators (inchid- 
ing those skilled in sign language) should be available in 
this aie» to assist with questions. 

StreamlinQd Medical Chart 

Tbe medical chart was revised between events. Initially, 
we obtained very structured medical histories and collect- 
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Figure 1. Point Of distribution 
(POD) site organizatianal chart 
OEM, Mayors Office of 
Emergency tvtenagement; PIC, 
ptiysician-ln-charge: Epi, epi- 
demiotogic; DOH, Department 
of Health. Dotted boxes = areas 
of responsibility; dotted lines = 
shared communications.* For 
operationaJ purposes, the epi- 
demiologic team leader report- 
ed to the PIC. 
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Table 2, Job htles and primary responslblllUeg reoommended for POPs 

Job qtlc Primary rcspoDgjbiiities 



Executive luison Repotts to tbc incidenc commaadcx 

As senior staff member in ihe fidd, coordiaates both the invtsligaiion (epidcroiolofiic add eoviionmcjitaJ) and ihe 
propliylaxis effort 

Internees between tHo public healfli agtetioy and ±e organization repitseiitiiig diosc to riseeave prophylaxis 

Bnswrcs that (he physidw-in-chftrfie is infoiracd of recetii developments of the investigation, ^ well as other mformadon 

from Departmeai of Heahfa cowtoand wntcr briefings fuc, changes in treatment rccommendiiiions, eligil>flity critena, or 

reports of orgaiii^m aatibiotic suscqjtibilaties) „ 

Physidan-iiHdMffge ]Rcports direcUy to the executive Uaison. kccpiofi bim or her appraised of progress pniblems 

Is wsponsible fer the ovwall K>0 opealions, mcluding site sdecuon, POD stt-up (iflcliiding floor pbm and staff trammg), 
ensuring corwminication among 1»0D stations, and ovcrseeins collection of epidemiologic and law enforcement daia 
Is lespoQsibU for on-site overslgjit of the epidemiologic iovcstifiation, the suppbcs coordinator, the medical service staff 
(fcg., ph>'3ician6, putses, pbamwcto, jaaM bsslth pTpfessionals), and the cKnic manager 



Supplies cooidinatDT Ensiues that an foons. supplicss, and etjuipment aro a^-nilable at die POD when needed (prepared in advance, supplied to 
POD, and Teplenished as needed)^ 
Is gespODsiblo for traasponatlPA of staff md material 



Clinic manager Ovcfaccsnorclinicalopaaticmswithiiitli© POD, such as staffing, patjcot flow, clench and MIS operations* 
communicadctns, medical reeotds reEoaition, and quahty impTovcment activities 

Coordinat4:5 activities with the gcppliec coordinator . 

*POD, point ofdisQibution (of oalibioiics); MIS, mnrwcamfflt ta&cxpation sysww6. 

"SPiroliW P be provided incU«te ae«nU auppUes (medical ch^ «^idckniBlo«i6 quasnonnauxs. prcprim^d tiairtiag inatzuctions for staff aiwrious sta tioi^ Ucex^mfe for 
PBtimts ond SiaS rtiedUsa! ctens. office suppKas, white coa(«. and oiher dDdune wHh ippw^us inngaia for nsmClirticai P««™cQy l*«a W s^ppfics i^^^^ 
nastl svfito, liiboiawy nquisitions tonus, *pe««nba65, spocini*n watcr-ficc Iwna s«itiz]iig3otaioa.anddiSpOJabk Uboaioiy ^wi^ a'ovej. and hiohazard 

,!0*iS^la copy af:hc Phy*iW*DcskRd«eil^^inedi^ 

dispensed). 

in lieu of a biieSng, a stqp libat r»i)rOves client flow; a 
coun^lof can be available lo handle fuxtber questions. 



ed nasal st^s from all clients, orcatiag tremendous 
ddays. 'Witib subsequent PODs, we redesigned our medical 
chart to be a one-page (m'o-sided), self-administered ques- 
tionnaiiey limited lo information relevant to the rapid dis- 
tnbntion of antibiotics. The chart included persoiral con- 
tact infonnation (e.g.y address, telephone numbers^ and 
identification of emergency contacts), a signed consent 
fomi fbi' testing and treatment, brief medical history ^pres- 
ence or absence of current anthrax symptoms, relevant 
drug alleigies, use of specific medications known to inter- 
act wth doTcycycHne or cipro£toxaxnn» pregnancy statiis)^ 
as well as a place tp document nasal swab collection, tbc 
dispensing and receipt (or refusal) of antibiotics, and 
antibiotic lot numbers. A separate medical record was cre- 
ated for pediatric clients and followed the same general 
fcwcmatting. Also, as the utility of na$al swabs became bet- 
ter understood, DOH progressive^/ restricts the epidemi- 
ologic criteria for obtaining them, relieving an Important 
system bottleneck at triage. 

Short Briefings 

If necessary, live briefings need to be short and should 
include multiple briefing stations with good sound sys- 
tems. Staggcared briefings (i.e., 7-10 minutes in length, 
beginning every 5 minutes) helped distribute client flow. 
Inchiding information on antibiotic dosage and side e£fects 
m these briefings was usefid. F^ons able to perfonn 
briefings and translators (including for sign language) 
should be available in this area to assi^ with questions. 
Clients may be provided wi& a written infonnation sheet 



Communication 

Carefid attention to communication at a variety of lev- 
els is critical, including from the incident command center 
to the POD and from, the health depajtment to the public 
and to community medical providers. Also important was 
the flow of infonnation ftom public health ojfficifils to t&p- 
rcsencatives of the community receiving prophylaxis, and 
to the community itself. Without such attention, centrally 
made decisions might not be cotumunicated to POD staff* 
resulting in mistaken e^ectations. 

Cell phones and two-way radios were important means 
by which to communicate. Electronic mail was not avail- 
able for POD staff. Materials initially developed required 
continuous updating of fects, whethei* or not new informa- 
tion was available (e.g^ *Tbere are no new cases of 
anthrax as of today**). These materials needed to be appro- 
priate for public use. Materials were used at POD sites, for 
DOH hotline scripts, and ofi the DOH website. Information 
^as also disseminated by means of press releases and press 
conferences. 

The format for conwnunicatmg with POD clients — 
including printed materials, live briefings, or both— was 
decided jointly by manageiXlient and public health officials 
on the basis of resources^ the extent and severity of actual 
cases, and knowledge level of the clieniele. The medical 
community was kept abreast of recent developments 
through multiple biloadcast faxes, emails, and website 
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Figure 2. Two (a, b) point Of distribution site floor plans. Epi, epi- 
demiologic; invest investigation; ^dmin, admtnisiratlor^; eval, eval- 
uatton; Disp.. Dispensing; Reg, registradon. b, floor plan of POD 
proper. The verification, epidemiology hrwQstigat'on, and criminal 
investigation sections are located before the POO proper. The 
mental health and bnefing sections are ateo located outside the 
POD proper. 

updates from DOH amd by quickly establishing a DOH 
physician hotline staffed by medical professionals. In sum- 
mary, DOH established "ttiree sftparate hotlines, one eadi 
for physicdans, those clients directly affected by POD 
opfcraiions, and 0x9 general public. 

Preplanning 

Events that require a POD {i,e., intentional dissemina- 
tion of virttlent oi^anisms) arc stressful for all involved. In 
a public health emergency^ little time exists between the 
decision to opaa a POD and initiation of operations. 
Planning can help alleviate the need to make decisions 
under pressure and can ensure quality of effort. The inter- 
val before opening the POD can then be used for truly la^t-- 
minute preparations: mobilizing and orienting pcrsonneU 
finalizing briefing sheets, and selecting a POD location 



and layout 

Ttainmg should also begin well before an emergency 
actually occurs so thai staff assigned to assist witii POD 
operations are familiar with the process, fonns^ and data- 
entry screens and have a personal emergency plan in place 
(e.g., child and pet care, transportation) to accommodale 
an altered work schedule. Having each sta£f person's tasks 
be limited enough to be "digestible" in a short orientation 
session at the time of POD operations is also helpful. The 
local heal^ department can prepare for mass prophylaxis 
effoits by developing a standing set of employee rosters 
for round-the-clock coverage in 12-hour siufts, with 
approximately 50-55 persons per shift. This schedule 
enables antibiotic prophylaxis to be provided to xip to 
10,000 persons in 72 hours. 

Advance Resource Building 

A major difiiculty in staffing a POD with health depart- 
ment sta£[^ especially in small health departments, is that 
these staff" are removed from their regular dudes. One 
approach to minimize the effect on single programs i5 to 
compose teams from a variety of programs. Another strat- 
egy is to use staff from preexisting program groupings, 
with existing work relationships. 

Most healdi departments are not poised to handle single 
large POD efforts (> 10,000 persons) or even multiple con- 
current ones for <1 0,000 persons. To pieaerve the integri- 
ty of public health functions durmg large or concurrent 
POD mobilizations, partnerships are necessary to mobilize 
qualified personnel from a variety of resources in and 
around the affected community. Thus, health departments 
need to have established relationships with other Oigaini^a- 
tions (e.g.* Visiting Nurse Service, American Red Cross) 
that can assist if needed. Any mobilization across agencies 
will be fadUtated by prior commnnication and coordma- 
tion on issues such as deputization,* licensure^ medico- 
legal responsibility, aaj.d payment of wages. 

Allocation of Resources 

Relationships arose during the POD events that made 
important resources available. Our prophylaxis efforts 
took place in occupational settings^ primarily for employ- 
ees at these settings. Management and labor representa- 
tives were important assets for facflitating POD opera- 
tions. 



* DepuUzatlon formally gives a volunteer responsibilitios and privi- 
leges during the temporary assignment as an agant of DOH. 
Responsibilities Include fallowing DOH rules on confidentiality, 
handling medical retards, making decisions on DOH's behalf, and 
stewarding resources (especially medicatior^ and equipment) 
according to DOH protocol. DOH will in turn offer some protections 
(e.g., proper equipment, malpractk» coverage, worker's compen- 
sation coverage). 
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DOH tried to limit antibiotic distributiOT to l3iose who 
needed them; the department used the opportunity to edu- 
CErte the public on the hazards of inapprdpri^te antibiotic 
xise, Otir role was to ensure access to antibiotics, educate 
POD clients of the need to oonaplete the prescribed Mtgi- 
mea once started, and ensure that the health department 
maintained critical public health functionis- The concern 
wtih anthrax is primary, not secondary, spread^ and as 
such, precious pi^lic health resources should not be used 
to ensure adherence on a case^-case basis. 

Conclusion 

A successful POD is characterized by clarity {clear mis- 
sion and eligibility criteria, clear Hues of authority, clearly 
defined rcffpomsibilities, clear antibiotic recommenda- 
tions); communication (bet<veen the DOH incideiit com- 
mand on site at the POD and organizations representing 
those receiving prophylaxis); collabomion (with o^er 
agencies that may be called upon to assist in delivery of 
prophylaxis and law enforcement agencies needing to 
gather information about the crime scene); coordination of 
staffing and supplies; and prudent choice of POD site* 
Future planning shoiild include scenarios that address 
alternative prophylactic modalities (e.g., immuni^on, 
especially for smallpox), on-site mfection control needs 
(such as use of masks or isolation for symptomatic per- 
sons), and automated management information systems for 
more efficient operations. 

Acknowledgments 

We acknowledge Marcelle Layton, Joel Ackelsbeig, baao 
Wcisfiise, and Benjamin Mcgica for their contribucions in critical- 
ly reviewing the niannscript and flicir participation in the opeta- 
tiou of ^ point of distribution (POD) sites; and SbieilaPalevsky* 
Debra Bcig, Pauline Thomas, Linda Brown, Samuel Z. Sebiyam, 
Rich Rosselli, Linda May, Beth Maldin; Edward J. Gabriel^ Sam 
Benson, Rita Nardella; Stephanie H. Facxor, Daniel Fcijdn, and 



Steven M. Osttoff for their concributious in the operaiion of the 
POD sites. 

Dn Blank is a pediatrician who serves as dircxstor of the 
Bureau of Sexually Transmitted Disease (STD) Control at the 
Kew Yodc City Department of Health. She is there as an assignee 
of (he Division of Sexually Transmitted Disease Prevention oFthe 
Centers for Disease Contcol and Preventiou m Atlanta, Georgia. 
She also dixects the ClinicaLl Response Tesm at flie New York City 
Department of Heal* andhad a kity role in the agency's rfcsponse 
to the events of September 11, 2001, and subsequeni anthrax 
attacks. 

References 

1. Lasdesman LY. Public health managonent of disasters; tlb.e practice 
^d6L Wa^binglQji: Aneiican Public Health A«$oeiaiiofi; 200! . 

2. Centare itxr Disease Control and Pievenlion. Update: investigaiioa of 
antbrax associated with imentionEl exposure and interim public 
health guidelines- MMWR MoA Mortal WkJy Rep 2001 ;50;8;j?-93. 

3. Ccntert for Disease Control and Pr^enticm. Update: inveslieaiioa of 
blotcxTori^-related anthrax and inteiim gioidelines for evaluation of 
person* wjth possible aztfhrax. November 2001. MMWR Morb 
Mortal Wkly Rep 2001 ;50:941-S. 

4. Cenlets for Disca^ Control and Prevention. Update: investigaHow of 
bieterrorism-r&latcd anthrax and interim guideHnes for exposurQ 
ixjana^emeni and antimicrobial therapy^ October 2001. MMWR Mofb 
Mortal Wfcly Rep 2001:50:909-19. 

5. Partridge R, Alexander J, Lawrence T, Suncr S. Medical conntqitcr- 
n>ri5m: the response to provide amhiax prophylaxis to New Yoik Ciiy 
U*S. Postal Service empioyeea. Ann £ineig Med 2003:41:441-6- 

6. Centere for EHseasc Control and Prevention. Update: investigadon of 
biotcTTorism-teltited aadnwc and inlcrim for clinical evaluation of 
persons wjth pcjssfble aathiax, MMWR Moib Mortal Wkly Rep 
2001:50:889-93. 

7. Miua B, Dym JP, Kucpper F, Tso R, Asna^tia C, Kaplounova T, ec al. 
Fatal inhalanonal antfarsx widi nakaown soutco of exposure in a 61 - 
ycar-o!d wooian in New Yotk City. JAMA 20O2;2&'7:S58--62.- • ' 

Address for coircspoddeoce: Susan Blank, Box 73, Room 207, Bureau of 
STD Control, Ne«r Yoric City Depanaoent of Health and Menial Hygiene 
125 Worth Street, New YoOl, NY 100)3, USA; fax: 212-78M43 1 ; email: 
sbUiilc@hea]ih.ayc.^ov 




622 Emerging Irtfactious Diseases • Vol, 9, No. 6, June 2003 

PAIS 31134* RCVDAT 4/1312005 11:12:49 AM [Eastern Daylight Timel'SVR:^^^ 



This Page is Inserted by IFW Indexing and Scanning 
Operations and is not part of the Official Record 

BEST AVAILABLE IMAGES 

Defective images within this document are accurate representations of the original 
documents submitted by the applicant. 

Defects in the images include but are not limited to the items checked: 

□ BLACK BORDERS 

□ IMAGE CUT OFF AT TOP, BOTTOM OR SWES 

□ FADED TEXT OR DRAWING 

□ BLURRED OR H^LEGIBLE TEXT OR DRAWmG 

□ SKEWED/SLANTED IMAGES 

□ COLOR OR BLACK AND WHITE PHOTOGRAPHS 

□ GRAY SCALE DOCUMENTS 

□ LINES OR MARKS ON ORIGINAL DOCUMENT 

□ REFERENCE(S) OR EXHIBIT(S) SUBMITTED ARE POOR QUALITY 

□ OTHER: 

IMAGES ARE BEST AVAILABLE COPY. 
As rescanning these documents will not correct the image 
problems checked, please do not report these problems to 
the IFW Image Problem Mailbox. 



